Feeding jejunostomy is done as a part of major upper gastrointestinal surgeries including oesophagectomy. The procedure is associated with various mechanical, nutritional, infective and metabolic complications. Complete enteral migration is a very rare complication. We describe the rare occurrence of complete internal dislodgement and migration of enteral feeding tube in a 55-year-old lady who underwent transthoracic oesophagectomy for oesophgaeal carcinoma with gastric pull-up and feeding jejunostomy and our experience with conservative management of this condition.
INTRODUCTION
Feeding jejunostomy (FJ) is an invasive procedure which is done whenever enteral nutrition is desired but patient cannot consume food by the oral route. 1, 2 The procedure can be performed under local, regional or general anaesthesia. There are various techniques of performing the procedure, such as, open, laparoscopic and percutaneous approaches, among others. 3 The procedure is associated with several mechanical, nutritional, metabolic complications and sepsis (Table 1) . [4] [5] [6] [7] [8] [9] [10] Among the mechanical complications, tube blockage and dislodgment are well known. The complication of tube dislodgment is more commonly external displacement rather than internal migration. We describe a rare case of complete internal dislodgment and migration of the enteral feeding tube.
CASE REPORT
A-55-year old lady who had undergone transthoracic oesophagectomy for oesophgaeal carcinoma with gastric pull-up and feeding jejunostomy one month back, at the Surgical Oncology service, Gujarat Cancer and Research Institute, Ahmedabad presented to the emergency service of the institute with a complaint of pain in the abdomen for 2 days. At the time of initial surgery she had developed a minor breakdown of the neck anastomosis and developed salivary leak on tenth postoperative day. This was managed conservatively and she was discharged for the domiciliary care on twelfth post-operative day. At the time of discharge, she was instructed not to take anything orally and continue FJ feeds. At the time of presentation to the emergency department, she had been taking oral feeds for the past one week and her feeding tube could not be seen for the last 3 days. Physical examination revealed an upper abdominal midline scar which had healed well. Skin around the FJ site was excoriated; rest of the physical examination was unremarkable. There were no clinical signs of bowel obstruction or peritonitis. Plain radiograph of the abdomen (erect posture) ( Figure 1 ) revealed completely migrated FJ tube without any signs of intestinal obstruction or perforation. As there were no features of obstruction or peritonitis she was managed conservatively by administering laxatives and the steady progress of the passage through the intestine was monitored with serial abdominal radiographs ( Figure 2 ). On seventh day she passed the whole tube per-rectum along with faeces. Comparison of the observations documented in previous published reports on this topic and the observations from the present case report are summarized in Table 2. 6-8,11
DISCUSSION
Apart from other well-known indications, FJ is done as a part of major upper gastrointestinal surgeries whenever oral feeding is withheld in the post-operative period for several days. This is because early institution of enteral nutrition is more physiological, economical and has several benefits. The placement of FJ tube after oesophagectomy is a standard practice. There are various techniques of performing the procedure and tubes used for the purpose also range from a simple nasogastric tube, Foley's catheter, mushroom tip catheter to special catheters depending on surgeon's preference. We had preferred No. 18-F all silicone Foley's catheter in this patient. The common complications of an open FJ include tube blockage, peritubal leak, wound infection, intraperitoneal leak, intestinal obstruction, tube migration, tube dislodgment and fistulations. [1] [2] [3] [4] [5] The complication of internal tube dislodgment and complete enteral migration is very rare and only a few case reports have been published on this topic till date. Complete enteral migration has been reported with a 28-F silicone catheter with a mushroom tip (Silastic Malecot catheter) 6 and an 18-F Levine's tube. 7 In another report 8 28-F Pezzer catheter was used in a male patient with advanced carcinoma stomach and this catheter had migrated into the intestinal tract. In all the above three case reports, 6-8 the tube was expelled without any complications by 5, 20 and 18 days respectively ( Table 2 ). The possible explanation for complete migration in our case was the breakage of the anchoring sutures followed by distal migration of the Foley's balloon induced by the intestinal peristalsis leading to anterograde migration of the entire tube. In our case also the patient had eventually expelled the tube spontaneously without any complications.
We report this case to increase the awareness regarding this rare but vexing complication of spontaneous enteral migration of a feeding jejunostomy tube. Secure fixation of the feeding tube to the skin, special gauze and tape stabilization, use of an external retention disk and a retention ring over the catheter, particularly when Foley's catheter is used, as a feeding tube, may all help to prevent its migration. [5] [6] [7] [8] [9] Further, patients who have had a FJ tube placed and are being discharged for the domiciliary care need to be educated well not only regarding the nutritional aspects but also about the care of the FJ tube and associated common complications. Patients should report to the health care providers at the earliest if they notice breakage of the anchoring suture or shortening length of the external portion of the tube to prevent such a mishap. 5 In majority of the cases treatment is conservative, with serial clinical and radiological observation for the progress of the tube passage and development of any complications. The indications for removal by surgical intervention or endoscopic techniques include non-progress of the passage and development of any complications such as obstruction, perforation or fistulation which are very rare. 
